Introduction
The inguinal hernia is a common disease with a long history. However, several problems are still associated with inguinal hernia repair. One such problem is recurrence after hernioplasty. Direct hernias may be associated with complications, and they have a relatively higher tendency to recur than indirect hernias [1, 2] .
A supravesical hernia is defined as a hernia that develops from the supravesical fossa [3] , and a supravesical hernia and inguinal hernia can usually be distinguished. The major guidelines for inguinal hernias do not consider supravesical hernias [4, 5] . However, an external supravesical hernia that develops adjacent to a direct hernia might be difficult to distinguish from the direct hernia [6] .
We herein describe two cases of multiple ipsilateral inguinal hernias comprising one direct hernia and one external supravesical hernia. These hernias may prompt a new interpretation of direct hernias and external supravesical hernias.
Case Presentation

Case 1
A 75-year-old man presented with a 2-week history of a right inguinal swelling without pain or incarceration. He was a nonsmoker and had a history of gastrectomy for treatment of a duodenal ulcer. His height was 178 cm, weight was 90 kg, and body mass index was 28.4 kg/m 2 . A computed tomography scan revealed bilateral medial inguinal hernias (Fig. 1) . He underwent standard laparoscopic transabdominal preperitoneal repair with memory-ring mesh (PolySoft mesh; Bard Davol, Warwick, RI, USA) on both sides. Laparoscopic examination showed a medial inguinal hernia on both sides. Interestingly, the left inguinal hernia was an irregular scarred hernia sac on the lateral aspect of the umbilical fold (Fig. 2a) , and the defect of the abdominal wall was divided by a fibrous structure (Fig. 2b) . The prostheses on both sides were fixed by absorbable tacks (Securestrap; Ethicon, Somerville, NJ, USA), especially in the rectus abdominis. Both inguinal lesions remained free without compression intended to prevent hematoma or seroma formation. The patient rose from the bed 3 h after the procedure and was discharged on postoperative day 2. The postoperative course was uneventful, and the patient had shown no signs of recurrence, seroma, or postoperative pain at the time of this writing (1 year postoperatively).
Case 2
A 71-year-old man had a 1-year history of a tender lump in the left inguinal region. The swelling had gradually developed for 2 weeks, and he visited our hospital. He was a non-smoker . Clinical examination suggested an easily reducible left inguinal hernia with a hydrocele and a small right inguinal hernia. A computed tomography scan revealed bilateral medial inguinal hernias (Fig. 3) . The patient underwent standard laparoscopic transabdominal preperitoneal repair with memory-ring mesh (PolySoft mesh) on both sides. Laparoscopic examination showed bilateral medial inguinal hernias. The right hernia contained two defects between the umbilical fold and the inferior epigastric vessels (Fig. 4a) , and the abdominal wall defect was divided by fibrous tissue (Fig. 4b) . The prostheses on both sides were fixed by absorbable tacks (Securestrap) in the same manner described in case 1. Both inguinal lesions remained free without compression. The patient rose from the bed 3 h after the procedure and was discharged on postoperative day 1. The postoperative course was uneventful without seroma formation, and the patient had developed no recurrence or postoperative pain at the time of this writing (5 months postoperatively).
Conclusions
In this study, the double defects in the inguinal region were separated by fibrous tissue. The septum was considered to be the edge of the conjoint tendon, which is the origin of the internal oblique muscle and transversus abdominis muscle [7] . The median defect had a relatively smaller orifice and deeper defect than the medial defect (Fig. 2c) . These defects were considered coexisting hernias: a direct hernia and an external supravesical hernia. Notably, these defects were outside of the umbilical folds.
Supravesical hernias develop from the supravesical fossa and are divided into an internal type and external type [6] . The former is an internal hernia and the latter protrudes from the abdominal wall, mimicking a direct hernia. To distinguish a direct hernia from an external supravesical hernia, the lateral umbilical ligament has been considered the border [6, 8] . However, this definition of external supravesical hernia is unclear for two reasons. First, from the preperitoneal perspective, the connective tissue between the peritoneum, including the umbilical folds, and the abdominal wall is loose and can easily be dissected during laparoscopic procedures. Second, the umbilical ligament is not fastened to the abdominal wall, and its shape may differ among individual patients. Therefore, the supravesical fossa and a median abdominal wall defect are not always paired. Actually, the hernias in our patients did not develop from the supravesical fossa ( Fig. 2a, c; Fig. 4a ). Hence, a sound structure of the border in the abdominal wall must be present to define an external supravesical hernia.
With respect to the abdominal wall, the edge of the conjoint tendon has an important role in delineating the difference between an ordinary direct hernia and an external supravesical hernia. This border works not just anatomically but kinetically. Contraction of the transversalis abdominis narrows the medial inguinal fossa but widens the median fossa (Fig. 5 ). This kinetic consideration explains the tendency of external supravesical hernias to incarcerate [6] . Even in the small orifice of the hernia, high abdominal pressure opens the orifice, which may result in incarceration of the viscera. Additionally, an external supravesical hernia was reportedly found after inguinal hernioplasty [8] . Shrinkage and traction of the prosthesis at the medial fossa could also cause an external supravesical hernia (Fig. 5) .
In this study, the two defects in each patient were clearly separated by a tissue strip, and the border was considered the edge of the conjoint tendon. However, the edge of this tendon may not be easily detected. A single direct hernia is difficult to distinguish from an ordinary direct hernia or external supravesical hernia because the conjoint tendon cannot be clearly detected during surgery, and the fascia in this region exhibits various shapes [7] . Therefore, the conjoint tendon is usually considered to be the medial edge of a direct hernia, leading to misdiagnosis of external supravesical hernias.
The potential existence of a supravesical hernia should be kept in mind during treatment of direct inguinal hernias. Notably, the major guidelines for inguinal hernias do not currently address external supravesical hernias [4, 5] . However, Gilbert classified direct hernias as types IV and V [9] , and the Japanese classification of groin hernias mentions supravesical hernias [10] .
With respect to surgical treatment, standard laparoscopic hernioplasty would be sufficient for coexistence of an external supravesical hernia. To prevent recurrence or false recurrence [11] of an external supravesical hernia, the surgeon must detect dehiscence at the median fossa and confirm fixation and overlapping of the prosthesis to the rectus abdominis. Although clear evidence is not available for this procedure, Lee reported the use of non-absorbable suture and coverage by a prosthesis [8] . We recommend fixation of the prosthesis to the rectus abdominis by tacking with material other than glue.
These two cases of multiple ipsilateral hernias comprising one direct hernia and one external supravesical hernia illustrate that such hernias must be considered a complicated direct hernia. Based on these cases, we propose a new perspective for external supravesical hernias. Ethical Approval All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards.
Informed Consent Informed consent was obtained from both participants included in the study.
